Short reports 109 sense of security (4), difficulty moving the patient on a board (4), inappropriate use of the board (4), the non-conforming nature of the board (4), preventing proper examination (3), and scaring the patient (2).
Discussion
There is widespread use of spinal boards within the A&E department. Advanced Trauma Life Support (ATLS) clearly states that the long board is for use "before and during transfer"5 and not for use within the A&E department. This survey reveals that senior staff are well aware of the risks of spinal boards. However, boards remain the preferred method of immobilisation despite evidence that other surfaces are less hazardous and possibly give better support.2 The reasons for preference of the spinal board are not clear.
It is understandable that if a patient is brought to A&E on a spinal board then initial resuscitation should take priority over removal from the board. However, many clinicians delay removal well beyond this time. Even the best boards will affect the quality of x rays taken through them-another reason for removal before the end of the primary survey. The patient will often have been on the board for at least 15-30 minutes before arrival in the A&E department and therefore tissue damage may already be occurring. Many place the patient on a board after arrival in A&E. In these circumstances, the use of a vacuum mattress would be preferable. It may be that ATLS has introduced people to the spinal board but has not made them sufficiently aware of their problems or the alternatives available.
Hospitals should review their policies on use of spinal boards within the department using the evidence available to determine the best means of immobilisation within the A&E department. Have you ever seen someone being resuscitated? (Not including on TV) Question 7
What do you imagine happens in the emergency room when we are trying to save someone's life?
three months. The survey was carried out in three stages. First, the next of kin was contacted by telephone; the study was explained and consent sought to send a questionnaire. Second, a simple questionnaire (table 1) , together with a letter explaining the purpose of the study, was sent by post to those who had agreed to participate. Finally, one further letter was sent, either thanking respondents or requesting that non-respondents complete the questionnaire. Next of kin with no telephone number on the accident and emergency card were excluded, as were the relatives of patients who survived cardiopulmonary resuscitation. Age and sex of respondents who expressed an unequivocal view as to whether or not they would like to have been present in the resuscitation room were analysed using a t test and a X2 test respectively.
Results
The next of kin of 78 patients could be contacted by telephone; 68 (87%) agreed to a questionnaire being sent to them, and 35 (51 %) of 68 returned the questionnaire. The mean age of respondents was 58 years; 24 (69%) were female and 11 (31%) were male. Fifteen were spouse of the deceased, eight a son or daughter, two a parent, three a sibling, four a more distant relation, and three were indeterminate. Table 2 shows the responses to questions 1 to 6 of the questionnaire. Seventeen (49%) of 35 had witnessed their relatives collapse before transfer to hospital and nine (26%) had travelled with their relatives in the ambulance. Four (1 1 %) had been asked on arrival in A&E whether they wished to be present in the resuscitation room during the resuscitation of their relative; 26 (74%) were not asked, and five (14%) arrived after death. Twenty four (69%) resuscitation and are accompanied at all times.8 This practice has been accepted by all the staff involved in resuscitation. Relatives require full practical and emotional support, and occasionally have to be escorted out of the resuscitation room. Several possible benefits might follow from relatives being present during cardiopulmonary resuscitation. They would see that everything possible was done6 8; fantasy may often be worse than reality. They might help the medical team to decide when to discontinue resuscitation. Being present during resuscitation could help the next of kin in coming to terms with the death of a relative,8 just as it is now accepted good practice to offer bereaved relatives the opportunity to see the dead body.
While doctors may have reservations about the presence of relatives during resuscitation,2 the Foote Hospital experience suggests that when appropriate support and supervision is provided some of these fears (such as interference by the relatives in resuscitation) may be exaggerated.8
In conclusion, we believe that a prospective study with larger numbers may help clarify the significance of our results. In the meantime the recent publication from the Resuscitation Council (UK)6 provides valuable guidelines for practice.
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